MEDICAL GRAND ROUNDS TARESEME
POINTS FROM
LECTURES BY
CLEVELAND CLINIC
AND VISITING
FACULTY
Maximizi ih ;
aximizing antihypertensive
in the elderl
management in the elderly
NORMAN KAPLAN, MD have a reading of 118/62 mm Hg at another
Department of Internal Medicine, University of Texas Southwestern Medical I silgs. &F s waiasadk A ]
School, Dallas; Dallas Heart Disease Prevention Project o A knOWI%déL of the Pdtltntb &.llLll'Illdl
fluctuations facilitates selecting or adjusting
B ABSTRACT antihypertensive therapy.
h f . Unfortunately, office blood pressure mea-
The ma_nagement 0 hypertem'_on In the surements cannot accomplish this. They pro-
elderly is S?fer and more effe_ctlve if we vide us with inadequate data, and the “white
consider d|Uma_| f!UCtuanons in blood coat” effect is quite common. Twenty-four-hour
pressure, preexisting postural and home blood pressure monitoring, although it
postprandial hypotension, and coronary has its problems and is not yet practical in all
risk when setting therapeutic goals and situations, can provide us with an excellent
selecting or adjusting antihypertensive profile of daily blood pressure fluctuations.
medications. Lifestyle modifications Improvements in the transfer of readings via
should coincide with drug therapy in the telecommunications will further enhance the
management of elderly hypertensive clinical utility of this information.
patients. The author suggests a checklist g posTypaL HYPOTENSION How to
of specific considerations when treating ve th
ion i ; ; soive the
hypertension in the elderly. An increase in the pulse pressure—the result .
of higher systolic pressure and somewhat speaal
ANAGING HYPERTENSION in the elderly  lower diastolic pressure—and a loss of barore- bl
; ol : . probiems
involves more than giving drugs to  ceptor reflex mechanisms contribute to pos-

lower the blood pressure to 140/90 or 130/85

tural hypotension in the elderly, and an elder-

of the elderly

mm Hg or lower. Determining the diurnal  ly person who stands up can experience signif- hypertensive
range of blood pressures in ordinary life cir-  icant changes in systolic blood pressure: as A
cumstances and evaluating for comorbidities  much as 50 mm Hg is not uncommon. Similar ~ patient

and the risk for coronary events help us to
more safely and effectively set therapeutic
goals, to avoid overtreatment, to manage pos-
tural hypotension, and to lower the risk for
coronary or ischemic events. This article
reviews basic considerations for safer manage-
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¥ HOME BLOOD PRESSURE MONITORING

One way to manage hypertension more effec-
tively in the elderly is to assess blood pressure
fluctuations that occur during ordinary daily
routines. A patient with a blood pressure of
180/110 mm Hg at one time of the day may
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fluctuations can occur after meals: in nursing
homes, for example, the worst time of day for
postural falls in pressure is after breakfast,
because of splanchnic pooling, which further
reduces effective blood volume, along with
the lack of sympathetic nerve activation in
the early morning.

Antihypertensive drugs can dangerously
exacerbate postural and  postprandial
hypotension, contributing to falls and broken
bones. Therefore, at the same time that we
treat hypertension, we need to manage pos-
tural and postprandial hypotension.

To prevent or minimize postural hypoten-
sion, the following advice may be helpful:
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Sleep with the head of the bed elevated
Get out of bed slowly
Do isometric exercises; I give my patients
an old tennis ball and tell them to squeeze
it five times before they get out of bed
Eat small meals
Use compression or support hose, which
prevent peripheral pooling and reduce the
likelihood that the blood pressure will
drop significantly when standing; some
patients can be taken out of wheelchairs
and allowed to ambulate by wearing sup-
port hose

e [fyou become dizzy or lightheaded when
walking, crossing your legs while stand-
ing can raise the blood pressure 20 or 30
mm Hg

¢ Drink two glasses of water before standing
up first thing in the morning; a recent
study! showed that this can raise systolic
blood pressure impressively in the short
term.

B LIFESTYLE MODIFICATIONS

Elderly patients with hypertension have the
same need for lifestyle modifications as
younger patients and should be advised to stop
smoking, exercise regularly, lose weight, and
cut down on dietary sodium.

In the Trial of Nonpharmacologic
Interventions in the Elderly (TONE),2 nearly
1,000 elderly hypertensive patients stopped
taking their hypertension medications and
were assigned to lifestyle modification or no
treatment.

Only 16% of patients assigned to no treat-
ment were able to maintain normal blood
pressure without medication for the next 30
months. On the other hand, patients assigned
to either a reduced-sodium (40-mmol/day)
diet or a weight-loss regimen of diet plus exer-
cise were twice as likely to stay normotensive,
and those on a combination of reduced-sodi-
um diet and weight loss were three times as
likely to stay normotensive without medica-
tion. The patients in the weight-loss group
lost an average of 5 kg, which, though not a
lot, is not insignificant. These data emphasize
that elderly hypertensive patients respond
well even to relatively small changes in sodi-
um intake and weight loss.
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# PHARMACOLOGIC TREATMENT:
BALANCING THE GOOD AND THE BAD

Although nonpharmacologic treatments are
helpful in the management of hypertension in
the elderly, they are often not enough. We
now have enough data to know that drug ther-
apy for hypertension reduces morbidity and
mortality and that there should be no age limit
for treating patients. One study3 of elderly
patients taking a long-acting calcium antago-
nist even showed a 50% reduction in the
development of dementia. The only elderly
patients we should not treat for hypertension
are those with uncontrolled cancer or other
conditions that will soon be lethal.

On the other hand, antihypertensive
drugs have drawbacks. Lowering the blood
pressure too much may increase the incidence
of stroke.4 And the number of antihyperten-
sive agents currently available means that no
single agent works very well all the time.
Furthermore, polypharmacy is common in the
elderly, and antihypertensive drugs can inter-
act with drugs elderly patients take concomi-
tantly. For example, many elderly patients
with osteoarthritis take nonsteroidal anti-
inflammatory drugs (NSAIDs) such as ibupro-
fen or cyclooxygenase-2 inhibitors, both of
which can significantly inhibit the effective-
ness of antihypertensive therapies. Giving
acetaminophen instead of NSAIDs avoids this
problem.

@ OVERVIEW OF ANTIHYPERTENSIVE
MANAGEMENT IN THE ELDERLY

‘Start low, go slow’ is still the guiding
principle of dosage titration of antihyperten-
sive drugs in the elderly. This allows autoregu-
lation and other mechanisms to come into
play to prevent profound hypotensive effects
that can occur with large doses of medication.

At least three drugs may be needed if the
goal is to bring the systolic pressure to below
140 mm Hg. The first agent should almost
always be a diuretic; a long-acting dihydropy-
ridine calcium channel blocker should be the
second. The choice of the next drug depends
on the patient’s comorbidities, and the drug
should help the hypertension and the comor-
bidity. For example, an elderly man with an
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enlarged prostate should receive an alpha
blocker, which helps both the prostatic hyper-
plasia and the hypertension. For a patient with
angina or coronary disease, | prefer a beta
blocker or a calcium channel antagonist. For
the elderly diabetic patient or patient with
renal damage, | prefer an angiotensin-convert-
ing enzyme inhibitor.

Prescribe long-acting, once-daily formu-
lations. Elderly patients prefer not to take
multiple doses of medications. Furthermore,
long-acting forms protect against early-morn-
ing cardiovascular events by mitigating the
abrupt circadian increase in blood pressure
that occurs early in the morning in most peo-

ple. ]
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